ABSTRACr A 57 year old patient presented with progressive tracheal stenosis two months after intubation. An intraluminal polypoid lesion was found at the site of the cuffof the endotracheal tube. It disappeared within five days of treatment with inhaled beclomethasone. Further improvement offorced expiratory and inspiratory flow occurred after systemic corticosteroid treatment, with resolution of peritracheal oedema. Topical and systemic corticosteroids may be useful in the management of early post-intubation tracheal stenosis.
Tracheal stenosis, a rare complication of intubation, is most likely to occur in a critically ill patient requiring prolonged intubation.' Substantial stenosis must be present for symptoms to occur. Once established and causing symptoms, tracheal stenosis is generally treated surgically or by endoscopic dilatation. We report a case where severe tracheal stenosis occurred after a relatively short period of intubation and responded favourably to topical and systemic corticosteroid treatment.
Cae report A 57 year old woman was admitted to the hospital for dyspnoea. Two months previously she had undergone a nephrostomy for urinary tract infection and a left ureteral calculus. Surgery was complicated by Escherichia coli septicaemia and ventricular fibrillation. She was initially intubated for 48 hours but had to be reintubated for another five days because of acute renal failure and the adult respiratory distress syndrome. On extubation bronchoscopy showed severe laryngeal oedema with granulation tissue over the posterior aspect of the larynx and at the site of the endotracheal cuff. Intubation was required for four more days. A No 8 endotracheal tube with a low pressure cuffwas used on each occasion (Sheridan Corporation, Argyle, New York). The patient recovered slowly and was discharged. Over the subsequent month she noticed progressively increasing dyspnoea of such a degree that she became breathless while dressing.
On admission (two months after intubation) she was in moderate respiratory distress, with a breathing rate of 24/min, and was using her accessory inspiratory muscles. Her breathing was noisy and became louder with hyperventilation. The voice was normal. A left nephrostomy tube was draining clear urine.
Fibreoptic bronchoscopy showed normal vocal cords. The trachea was narrowed to a 6 mm opening in the middle third. A 2 mm polypoid mass was present at that level on the anterior aspect of the trachea. The mucosa was diffusely hyperaemic above this level. The tracheobronchial tree could not be explored beyond the narrowed area. A biopsy was not performed because of the severity of the obstruction. Computed tomography of the trachea (figs la and lb) showed extensive peritracheal oedema. The surface at the site of maximal stenosis was 15% of the normal tracheal surface on several sections. Her flow-volume curve (fig 2) showed features of severe "fixed" tracheal obstruction with a reduction in peak expiratory flow to 2 I/s (predicted 7 I/s), a "plateau" of the expiratory curve ofabout 1 I/s, and a similar reduction of the maximal inspiratory flow.
Beclomethasone aerosol treatment was started (200 pg every six hours). The patient felt better within a few days. A flow-volume curve done five days after the beginning of treatment showed improvement in the expiratory and to a lesser degree the inspiratory flow at all lung volumes. Fibreoptic bronchoscopy, performed the same day with the purpose of burning the granulation tissue with a laser, showed that, although the oedema persisted, the polypoid mass had disappeared.
Over the subsequent week no further improvement occurred. Prednisone was started orally at I mg/kg in a single daily morning dose. Two weeks later the flow-volume loop showed substantial improvement, though there was still a persistent expiratory plateau. The patient was discharged on a decreasing regimen of prednisone. After six weeks of treatment the flow-volume curve had improved further (fig 2) . Computed tomography showed that the peritracheal oedema had resolved and the narrowed area was now about half of the normal tracheal section.
Diwusion
Tracheal stenosis occurs in about 20% ofcritically ill patients requiring prolonged intubation; it develops in the subglottic area or at the level of the cuff and does not usually result in more than 50% narrowing of the tracheal lumen.' Our patient had a more severe stenosis (about an 85% reduction in the surface area), even 
